Introduction
An interview is the core procedure and technique in disciplines and professions in which interpersonal contact is an important source, a means but also a target of the professional work. Clinical interviews include a number of features that the interviewer has to consider. A clinical professional has not only to gain information but also to secure the patient's cooperation for further treatment. Interviewing in a psychiatric institution requires special skills as patients are not only in physical distress but also mentally under strain. Finally, an interview with patients after a suicide attempt poses further dif culties as the patients had not only faced a decision about life and death but had opted to harm themselves. In this situation the patient is far from being a bystander of the physician's ght with the causes of illness and of death but an active agent who can take crucial decisions. An interviewer in this situation should allow the patients to express their motives and the relevant life-career aspects. Obviously, the view that the patients themselves are the agents in the healing processes is widely used in psycho-social medicine but seldom in a life-threatening situation.
It is the purpose of this article to point out some of these speci c issues in the therapeutic interviews with suicide attempters and to describe some methods of counterbalancing the problems the psychiatrist or psychologist encounters.
Assessing the suicide attempter
The situation of the patient He has, maybe sometimes only a couple of hours or days ago, tried to escape from an intolerable situation by harming himself. He has received treatment for the consequences of parasuicide by overdosing, cutting, jumping, etc. Recovered, and maybe still drowsy, he has to face a psychiatrist/psychologist unknown to him and he is expected to talk about what made him do the act of deliberate self-harm. Most probably he feels ashamed. Most probably he is afraid of not being understood. Maybe he nds that the reasons may sound too trivial to talk about, maybe he is afraid the psychiatrist/psychologist will consider him mentally ill and send him to the psychiatric hospital against his will. In short: he nds himself in the role of the patient, where the power of decision is taken out of his hands as soon as he engages in the interview.
The situation of the psychiatrist/psychologist
She is called to a general hospital ward to attend a suicide attempter. She should nd out what happened, what the psychological situation of the patient was, what the situation is at present and how severe the suicide risk is. She has to choose a form of management, and she has to nd out if the patient will comply with her decisions. In most cases the psychiatrist/psychologist will try to gain the motivation of the patient for psychiatric/ psychotherapy treatment focusing on the problems which made the patient harm himself.
Obviously, the goals, the attitudes and the motivation of these interview partners are very diverse. The patient may try to play down the importance of the event and the psychiatrist/psychologist may feel that the patient does not tell her the truth.
Considering the key differences in the interview with a suicide attempter in comparison to other interviews, and the differences in the situation in which the two interview parties nd themselves, a new approach to the interview process is proposed. It will not primarily be seen as an exchange between two participants but as a systemically organized joint action. The main features of such a joint action are: (1) the requirement of a joint goal directing the joint performance of the interview; and (2) the dual structure of the interview process, i.e. the joint action and the individual action (Valach et al., in press; Young, Paseluikho et al., 1997; . This means that the actions of the professional and patient are directed by a joint goal however different the contents of the individual goals are. If the individual goals cannot be adjusted to provide an agreeable content for a joint goal, the performed action will lead towards neither goal of each of the two parties. The dual nature of such a system of joint action requires that the action of the professional-patient dyad and the actions of the participating individuals have to be distinguished. The processing of cognitions and emotions in both parties is also organized in an individual and in a joint way. The communication provides the knowledge processing at the joint level of this system and the thinking and feeling of the individual provide the individual processing. Steering and control is achieved by communication. Self-regulation of a joint action is often achieved without overt communication as automatic self regulation in individuals often proceeds through subconscious processes. Consequently, there are two levels of processing to monitor: the level of individual action and the level of joint action .
In an interview with a patient after a suicide attempt the task for the interviewer is a complex one. Several studies have made it clear that there is a serious communication problem between the suicidal patient and the professional helper. Most people who commit or attempt suicide are under the care of a GP or a medical specialist to whom they could turn when in a suicidal crisis, yet even when patients see their doctors shortly before a suicidal act, only a few of them openly mention their suicidal thoughts (Isometsä et al., 1995; Ö jehagen et al., 1991) . In his classical paper, Murphy (1975) pointed out that 91% of those who died by suicide had been under the recent care of a physician, and over half of those who died of an overdose had received the prescription within a week or less before dying. In an inquiry, 48% of GPs were surprised that their patients had committed suicide (Michel, 1986) . Suicidal patients often do not consider contacting a GP or psychiatrist because they perceive them as unhelpful (Hawton and Blackstock, 1976; Wolk-Wasserman, 1987) . Following a suicide attempt many individuals say they felt ignored by health professionals (McGaughey et al., 1995) , or they say that nurses and social workers were much more helpful than doctors (Treolar and Pinfold, 1993) . And when patients are not sure that they will be understood and accepted, they are likely to keep suicidal thoughts to themselves (Michel et al., 1994) . Suicidal adolescents in particular are reluctant to seek help (Choquet and Menke, 1989) . Culp et al. (1995) analysing data of 220 students of whom more than half had symptoms of depressed mood and a third had thought of suicide, reported that half of the students with symptoms of depressed mood did not ask for help. Of those, two-thirds believed they had to take care of their problems themselves. There are some research reports indicating that patients tend to hesitate to disclose suicide attempt related information as well as suicide ideation. Kaplan et al. (1994) report that questions concerning recent suicidal ideation, were disclosed more readily on the self-report than in an interview. Petrie and Abell (1994) even suggested that computerized assessment may help as it was preferred in their study by a majority of suicide attempters in comparison to a traditional doctor-patient interview. The acceptance of the computerized assessment was greater in suicide attempters with higher levels of suicidal ideation and hopelessness and lower levels of self-esteem. The authors maintained that this is because people avoid to address potentially sensitive or embarrassing issues.
A further indication of a communication problem between patient and health professional is the fact that compliance for psychiatric/psychotherapic aftercare is notoriously poor and that the results of psychiatric treatment evaluations in terms of repeated suicidal acts have so far been disappointing (Hawton et al., 1999; Mö ller, 1990) . Because of the lack of co-operation of the patient after a suicide attempt complicated and expensive measures would have to be taken in order to stay in touch with the patients and decrease the chance for a consecutive suicide attempt (Van Heeringen et al., 1995) . There is a clear need for more effective treatment models. It has to be considered that thinking and talking about the time before the suicide attempt and the suicide act itself is very painful for many patients-the most frequently mentioned reason for attempting suicide is an unbearable situation or unbearable thoughts (Kienhorst et al., 1995; Michel et al., 1994) .
It is therefore necessary to closely study the interviewing process and interaction between the suicidal patient and the health professional. Feelings and thoughts related to monitoring and steering during the interview are not normally the subject of the interview. However, this information is often crucial and can lead to understanding of the subtleties of the interviewing process and to establishing a therapeutic relationship. For instance, an interview situation of con icting goals will lead the patient to closely monitoring what to reveal and what not. Also, patients want to deliver their story as they want to interpret what happened and how they want to be seen by the psychotherapist. Any interruptions or a question which does not promote this particular story is seen as an uncooperative gesture in the task of developing a story the patient would approve of and may inhibit the motivation of the patients to adhere to the suggestion of the psychotherapist.
It must be assumed that suicide attempters come to the interview with their own goals in mind. However, these goals are not just personal strivings but they are strongly related to their situation. Patients may feel insecure and ashamed of what they did. At the same time many of them will have a strong urge to provide their narratives of the actions. The special meaning of being able to produce a 'good' narrative of the suicide career, project and action lies in the association of the narrative production with the incomplete memory of the traumatizing event. It has been suggested in the research literature dealing with PTSD particularly in victims of extreme violence and abuse that the memory of the people regarding the events (as part of the project or the actual action) is somehow distorted (Herman, 1993) . It is the goal of a therapy of traumatized people to recover their ability to provide narratives of the traumatizing events they have not forgotten but which they present as a set of images and isolated events. Narratives are an important backbone of the communication of events to the other people who did not witness the traumatizing events, in our case the suicide episode. The people who are not able to provide such a narrative put themselves under pressure in order to construct adequate narratives. If inhibited by circumstances or by their interaction partner, in our case the interviewer, their satisfaction with the encounter is much lower than would be the case under other circumstances. To understand this more clearly, in interrupting a suicide narrative the patients are being hindered in their attempt to heal themselves. This is not just the issue of interrupting certain functions but it referrs to the issue already addressed by Zeigarnik (1927) . In another understanding it can be seen under the main assumptions of the frustration-aggression hypothesis (Dollard et al., 1939) . Suicidal patients will usually not show frustration or anger, but they will withdraw from the interview. Additionally, in disturbing the active attempts of the patients to strive for a good narrative they are being hindered in their active coping which has been found so often to be bene cial in problems, life events and illnesses. There are some other patients who would rather not talk about their suicide at all. For these patients being asked questions and answering them very brie y may be the preferable way of conducting the interview. However, it is known from domestic violence that violent actions of a spouse proceed in a certain order and that the post attack phase is characterized by certain behaviours and attitudes not dissimilar to the post suicide attempt patients. The abuser or the suicide attempter feels temporarily in control of self, feels shame and guilt, is afraid of their own behaviour, minimizes the abuse/the suicide, promises never to do it again, is afraid that others and institutions may get involved. Consequently, if the questions get too detailed and the interviewer is insisting on explicit information the interviewee will be dissatis ed in the same way as the suicide attempter who wants to deliver his or her own narrative.
In our experience a video self-confrontation interview directly following a conventional interview is a helpful means to solve the complex task of interviewing a suicide attempter. Here the method of the self-confrontation interview (sometimes also called a video prompted recall) is described. Not only as a means to collect data on internal processes (cognitions and emotions) related to the interview, but also as a means to clarify the reasons and causes of the suicide attempt.
The video self-confrontation interview
The video self-confrontation interview as described here basically consists of a video playback procedure. It requires video recording of the patient-psychiatrist/psychologist interview and playing this recording back immediately after this interview to the patients and stopping after certain meaningful episodes (between 1 and 2 minutes). The suicide attempters are then asked to report on thoughts, emotions, feelings and sensations they had at the time of the interview. This session is again recorded for purposes of transcription and analysis (see also Kalbermatten and Valach, 1985; von Cranach et al., 1982; Young et al., 1994) .
The method itself in its individual features is not unknown in psychology and in psychotherapy research and practice. The term self-confrontation is used in various contexts. Self-confrontation is a term used by Hermans and colleagues in their work in which they monitored personal meaning and value system (Hermans, 1992; Hermans and Hermans-Jansen, 1995; Hermans and Oles, 1994; Hermans and Oles, 1996; Hermans et al., 1990) . They developed the method of self-confrontation in order to contribute to the construction and reconstruction of the self as an organized process of valuation. They invite subjects to give their own view on their past, present and future world in their own terms. Although the procedure involves an interaction of the client with the information from the rst investigation it is not a video self-confrontation focusing on actions. The primary interest of this procedure lies in the changes of the client. Many other authors were also mainly interested in changes induced by the selfconfrontation in psychotherapy (Daitzman, 1977; Grube et al., 1994; Ronge and Self-confrontation interview 5 Kuegelgen, 1993; Sanborn et al., 1975; Schwartz and Inbar-Saban, 1988; Vandereycken et al., 1992) . They shared this orientation with many others using video playback for similar purposes (Andrew, 1993; Dowrick, 1991; Fuller and Manning, 1973) . Gibbons et al. (1985) described how self-awareness increased the accuracy with which patients (male alcoholics and psychiatric patients) reported on their history of hospitalization. Additional analyses indicated that although subjects generally felt worse when self-aware, they were also more accurate in their self-reports, including descriptions of their problems. Effects of self-confrontation via videotape playback on self-image and self-other discrimination were assessed by Doerr and Carr (1982) . They reported that a group undertaking self-confrontation showed signi cant differences between pre-and post videotape playback scores indicating greater congruency between self-as-seen-by-self and self-as-seen-by-others. An early review of the reported positive and negative effects of the use of 13 speci c audio-visual self-confrontation methods can be found in Daitzman (1977) . Dowrick (1991) underlined the necessity to distinguish between the self-correction and the motivating effect of video self-confrontation. It was automatically assumed in many cases of applying video self-confrontation that feedback processes as self correctional connection of output to input are at work but this can be disputed as positive feedback can also occur (Valach and Kalbermatten, 1986; Dowrick, 1991) . Consequently, it has been concluded that video confrontation or feedback is not necessarily therapeutic or educational in and by itself (Dowrick, 1991) .
Kagan who has been using video self-confrontation as 'interpersonal process recall' for over 30 years de nes the purpose of this procedure as an opportunity to re-examine past events and in this way promote self-analysis and motivation (Kagan et al., 1963; Kagan, 1978) . Kagan devised a whole programme for research, training and theory building. According to a survey (Kahn et al., 1979) 27% of all medical training programmes in the US reported they were using interpersonal process recall in their training.
Although the video self-confrontation interview was also used as a research tool such reports are much more rare. Recently, the video self-confrontation interview was described as a part of qualitative methodology and theory oriented research (Breuer, 1995; Kalbermatten and Valach, 1985; Valach, in press; von Cranach et al., 1982; Young et al., 1994) . For the same reason it is known whether people regulate their weight after self-confrontation but it is not known which affective and cognitive processes are operational in a video self-confrontation interview. However, it is known that the video support improves recall of cognitions and emotions although this effect is only of short duration. The induced state of self-awareness helps in recall of emotions as well.
Theoretical assumptions
Working with a video prompting led to a certain disenchantment as the effects were not always predictable. With some exceptions most of the users of this method were not relying in their work on a comprehensive conceptualization and theory of human individual and joint behaviour or action. Consequently, some speci c and limited concepts were used such as feedback, enhanced memory by video prompted recall, taking the perspective of others, etc. Our use of video self-confrontation interview is motivated by an action theoretical conceptualization of human behaviour. The theory of goal directed action von Cranach et al., 1982) provides a basis for a conceptualization of joint or group action joint projects and career (Valach, 1990; Young et al., 1996) .
It is assumed that goal directed action is an important form of organization of human behaviour. A goal directed action implies a systemic order of hierarchy and sequence of multiple and parallel processing. Steering, controlling and regulation are processes in a system of super ordination and subordination in action. Goals as the top steering level of action organization are superordinated to action strategies and plans and these are superordinated to body movements. Action enfolding provides a sequential order of consecutive subgoals, action steps and elements of action. Conscious goal-setting and steering and subconscious self-regulation are as much a part of this system as attention processes and self-monitoring. It is important to underline that action comprises of manifest behaviour, subjective processing and social meaning as attributed by others. Consequently, working with an action theoretical perspective, the researcher as well as the practitioner will require several perspectives in order to organize the target behaviour into a comprehensive and systematic understanding. The manifest behaviour can be monitored by systematic observation, social meaning is best gained in observation and attribution by lay people and others and the subjective reports on ongoing internal processes are achieved by the method of video self-confrontation interview.
Additionally, in a certain analogy to the theory of goal directed action the theory of group or joint action was developed . This theory allows us to see an interview not just as an exchange of utterances and interchange between two actors but as a joint enterprise, a joint action of the two participants. An advantage of this conceptualization for dealing with suicide attempters is that comparable models can be used for an understanding of the patient-professional encounter as well as for an understanding of the self harming act which is a topic of the interview.
Finally, as the human life is not a chain of arbitrary actions a conceptualization of joint projects and career was also attempted (Valach, 1990; Valach et al., 1996) . The action theoretical stance in developing these theories provides an additional means of understanding the role of the interview in the patients' career as well as of the suicide act in a suicide career .
This brief reference to the conceptual systems relied on while working with the suicide attempters indicates the role played by video self-confrontation interview. It contributes to each individual system reference. It provides additional information on the self harming action, it helps in integrating this action into a suicide project or career, it helps in monitoring the interview action, it helps in monitoring the individual action within the interview action and, nally, it facilitates the understanding of the patients and hopefully their motivation to participate in further treatment if required.
Video self-confrontation interview with suicide attempters
In our project (Michel and Valach, 1996) the video self-confrontation interviews with suicide attempters were integrated into consiliary services provided by the out-patients Self-confrontation interview 7 clinic in the University Hospital. A few days after the patients were referred to the hospital they were approached by the psychiatrist (mostly KM) and were asked for an interview recording session. However, this recording often is conducted several days later due to organizational reasons such as the availability of the patient, the psychiatrist/psychologist and the researchers. This interview is performed in a room equipped with two video cameras, two monitors and video recorders. The interviews last around 30 minutes and subsequently the video self-confrontation interview is conducted with the patient (mostly LV or PD). The patients are asked to report any thoughts, feelings and sensations they may have during the interview as well as any other comments they may have. After showing them a sequence of 1-2 minutes duration, the video is paused and the patients are asked to report. The video is stopped in such a way that meaningful units are provided. This session is also video-recorded. After the video session a short debrie ng is performed to ensure patients' emotional well-being.
An example
The following example is a part of the interview and the video self-confrontation interview which was conducted with a young female after a suicide attempt in which she cut her wrists. Each transcribed interview segment is followed by the information provided in the self-confrontation interview. The statements are identi ed as relating to certain cognitions or emotions which the patient had experienced during the interview. Additionally, based on the text of the self-confrontation interview and the initial interview the information is identi ed which was not offered in the interview but was disclosed in the self-confrontation interview only. Finally, a summarizing comment follows which addresses the presented information.
Interview, segment (1) A: Psychiatrist (interviewer); P: Patient
A. Well, perhaps it would be best to start with your describing brie y what happened or how it came about that you cut your wrist. P. It happened as my mother dropped in. It was a Sunday and I had been sad about a relationship for several months. She appeared unannounced which felt like being supervised. As if she provided a 24 hour care of her daughter. And she told me that it was a heavy burden for her. I knew that. There was a big argument between my mother and myself which was not primarily about my grief but about me feeling supervised. And I told her many things I thought one should not say but it just came out. A. Did you have a real argument in which your mother was also returning your attacks? P. No, she was primarily stunned that I had such thoughts at all and that I saw it in such a negative way. P. Actually, quite well. I was actually expecting this question. It was not surprising. I was thinking whether I should mention the argument with my mother . . . it is simply a bit dif cult to explain, the thing about criticizing and so on. I don't want to blame my mother. She really tried her best. A. And you were thinking in that moment that it is dif cult to address this issue? P. It was necessary, but as I said . . . the situation was simply such that I was arguing with my mother which I usually don't do. It was not in the usual tone of voice. A. And you felt there like 'How can I say it in a just and correct way?' P. I don't want to accuse my mother that it is her fault that . . . No way. A. So it was a con ict 'How can I say it without saying too much or too little?' P. Yes. How can I say it without it sounding too negative. A. How did you feel in this dilemma? P. As I said, Mr A did not ask any further at that moment, later he asked again. I found the explanation which I provided good. A. And the emotions were not disturbing you? P. No.
Video self-confrontation interview (VS-CI) with the patient, segment (1)
The following text represents the cognitions and emotions the patient recalled in the selfconfrontation interview as occurring during the interview with the psychotherapist. The codes or categories were derived from the concepts of the theory of goal directed action described and referred to above:
. Attempt: Describe brie y what the situation was before it happened. . Emotion: Feeling good. . Expectation: Expected this question. It is not surprising.
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. Consideration of an alternative: Should I mention this thing with my mother . . . it is simply a bit dif cult to explain, the thing about criticizing and so on. I don't want to blame my mother. 
Video self-confrontation interview provided additional suicide-related information
She (my mother) really tried her best.
It also indicates how important it was for the patient not to blame her mother.
Comment
The self-confrontation interview provided additional information about the suicide project and suicide career in this case closely intertwined with the mother-daughter relationship career. While the interview shows the patient being annoyed with her mother, the self confrontation reveals that she recognizes the goodwill of her mother and that she does not want to blame her for what happened and how important it is for her that others will not understand her suicide narratives as if she is trying to blame her mother.
Already the rst interview segment indicates how much the patient is engaged in steering the course of the interview, that she has a concept of this interview and she evaluates whether the psychiatrist complies with her expectations or not. She considers, evaluates and chooses alternative steps in the interview, indicates her plan and strategy of her contribution to the interview, is very much aware of what the psychiatrist is or should be doing and also interprets the psychiatrist's actions as an indicator about how successful her own action was.
Interview, segment (2)
P. At that time, unfortunately, it came out very blunt. A. And afterwards? P. Afterwards she went and I had, logically, a bad conscience, one may not put it forward in such a way. I knew that I hurt my mother very much. I knew that I in icted even more suffering on her. It was a pain for me and I simply wanted to know whether there is a possibility to stop this pain. And I was listless, for months I had been crying and now even this; she meant well. I did not see any way out. I could not go any further.
A. And what did you do afterwards?
P. Afterwards I went to the bathroom.
Video self-confrontation interview with the patient, segment (2)
. 
VS-CI provided additional suicide-related information in segment (2)
I like my mother very much and I don't wrap up my criticism well just because I have to but because I also don't want to hurt her. This developed over the years. It is because I am the only one my mother has as a family, I am all my mother has.
Comment
As the patient was describing her feeling of having a bad conscience because of hurting her mother she discloses in the self-confrontation interview that these feelings are so intensive because of her liking her mother and because of her awareness of mother's emotional dependency on her. She also summarized a long-term development in their relationship. The patient indicated in the self-confrontation interview a series of cognitions related to the joint action of the interview. She reported her expectation of interactive action steps of the psychiatrist, her interactive intention, her intention to help the psychiatrist with his interview, her evaluations of various action alternatives showing that she possesses a strategy for this interview, her intention, plan and nally evaluation of her own action.
Interview, segment (3)
Where I kept normal razor blades and I looked at them and thought whether it would hurt if you cut yourself. Afterwards I tried it; rst on the upper arm and at all strategical places and it did not hurt at all.
A. With the razor blades which come in plastic? P. They are razor blades to put into a razor. A. Double blades? 
VS-CI provided additional suicide-related information in segment (3)
I felt out of myself and I know that it sounds crazy, schizophrenic, and it ts DSM and I don't want to be taken for schizophrenic. There was a difference compared to the rst cuts which I made to myself, these were more or less from interest. I began to put myself out of my body because of the sorrow. I really watched myself. The last cut I did was really deep.
Comment
While the patient described in the interview what happened the information how she felt and what she thought has been provided only in the consecutive video self-confrontation interview. This was a key experience which the patient is anxious to tell in such a way that her mental health is not questioned. It gives information about her dif cult task in the interview with regard to her identity management. Additionally, this information provides an explanation of why a self harming action is not prevented by the fear of pain. The patient also described a series of cognitive processes related to interactive and joint action. She also evaluates the task, has a clear goal and considers strategies.
Interview, segment (4)
. . .and put the arm into water and watched the rings, which was pretty. I was more or less simply watching myself. In the previous months I drew boundaries, watched myself often and did the same then (during the suicide attempt).
A. As you are telling this it sounds as if you were separated from your feelings. P. Yes, completely. I was watching myself even then, I know it sounds schizophrenic but it was like that 'it is simply bleeding now'. And then I cut again. Before that I cut three times and then another time. A. Here where the veins are? P. Yes, this one here. And then suddenly it did not look nice and I knew that I cut deep enough. Then I became frightened.
Video self-confrontation interview with the patient, segment (4):
Suicide-related information from self confrontation, segment (4)
. . .Also the selective perception that this really exists. I was really surprised. I mean, I have read enough about it so that I know that it really exists. What I've realized in general is that people are afraid of death and of talking about death. Everything related to death is taboo. One can't even say that one is not afraid of death. If someone says one is not afraid of death then one is already seen as a potential suicide candidate. Even if one does not think about it. Alone the fact that one is not afraid . . . leads to not speaking about it, well I don't.
Comment
The information on how emotionally strenuous the interview is, is provided only in the consecutive video self-confrontation interview. The patient indicates the ght and dilemma she found herself in during the interview trying to say everything while also trying to preserve her desired identity and avoid the attribution of mental illness. She reports a goal, plan, strategy as well as consideration of social conventions. Additionally, she discloses her opinion about death and her anxiety of having a suicide career or project attributed to.
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Finally, in the video self-confrontation interview the patient rephrases some of the description she provided during the interview with the psychiatrist:
The anxiety came then really after the last cut. I also reacted differently than to the other cuts. With the other one I was watching, it was pretty and there were little rings. But then I really became frightened and astonished. I was actually astonished that I was frightened. I was sure that I am not afraid of death, but probably I am.
Interview, segment (5)
. . .and I was not outside of myself any more.
A. You were what?
P. Not outside of myself anymore. And it was this last deep cut and it really did not look nice any more and I knew if I did not do anything I would die. As stupid as it sounds. A. It is clear. P. Then I put a compression on it and went to the telephone and called my mother and asked her to forgive me and said that I was sorry and she should help me. And my mother was somehow expecting it. A. Did you tell her what you had done? P. Yes I said she should help me and that I am bleeding and I am afraid of dying. And my mother said I should stop talking as she wants to make a call. Then she put the receiver down and called the police. I began running like a wild animal in a circle in my room, in the working room.
Video self-confrontation interview with the patient, segment (5):
. . Recall: Telephoning with my mother it was not important that I've hurt her. She was on the quick dial, it was the quickest number I had, and she should do something and if it is too late she should know that I am afraid. I was dizzy and wanted to run away.
Suicide-related information from self confrontation, segment (5)
After the telephone, my mother put the receiver down, I did not know what to do. I ran like a wild animal in a circle because I had the feeling I mustn't stand still. And I went to open the door, actually to check the door whether it is open and it was open. It was really bad.
Primarily it was the feeling of anxiety. Telephoning with my mother it wasn't important any more that I had hurt her. This was not important. She was on the 14 Ladislav Valach et al. quick dial on the phone and she was the quickest number I had and she should do something and if it was too late she should know that I was afraid. As I had it on quick dial I only had to press a button. I felt dizzy. I felt like running away from myself.
Comment
The patient described a clear recall during the interview of a critical, emotionally experienced episode in her suicide action. Further, she described a bodily sensation of becoming red in her face and, nally, her emotions which were the emotions she had during the self-harming action. Additionally, she provided a number of details about the suicide action which she did not mention during the interview with the psychiatrist.
Finally, the patient used the self-confrontation interview for rephrasing the crucial point of the interview in this segment:
I was sure that I cut deep enough. I knew at that moment that it was wrong. The fact that it was wrong does not change anything about the fact that one is bleeding. And I was so afraid that I would not manage and did not know what to do. I was really frightened.
Interview, segment (6)
. . .always in circle, just like a bloated horse. I just did not want to die. Then she rang again and said I should not worry and that someone is coming.
A. Was it still bleeding or did it stop after the compressure? P. It stopped afterwards. I put the compressure on quite well. I could hardly take it off afterwards. And then the police came and picked me up. They put something on my arm. Afterwards I was taken to the hospital. It was stitched there. Everything is actually very positive after all. A. Is it true? I would appreciate your telling me what you mean by that. P. It was very positive. I went afterwards to my mother's at. She came to pick me up from the hospital, actually, a colleague from work drove her as she did not want to drive herself. She picked me up and I stayed with her over the weekend.
Video self-confrontation interview with the patient, segment (6)
Feeling: Feeling better while remembering feeling better when the police came. Feeling: Also feeling better because the interview continues. Attempt: Trying to suppress the anxiety as I am still anxious about dying. Feeling: I am relieved.
Suicide-related information from the video self-confrontation interview, segment (6)
I was relieved when the police came and they were really nice. It was the absolute relief.
Self-confrontation interview 15
Well, I don't have nightmares or such feelings but perhaps I am afraid, that if I die once . . . I hope that it will not hurt or at least that I die in such a way that I'll not have the feeling: it has to be now.
Comment
As she partly re-experienced the fear of dying during the video self-confrontation interview in the previous segment the patient also re-experienced the relief of being saved. Additionally, she felt well because of the course of the interview. Finally, she provided more information about her feelings during the part of the suicide action where she was recovered by the police. She also disclosed information about her emotional state now after the suicide attempt and what she learned about dying.
Interview, segment (7) P. Sunday and Monday. We were able to talk together extremely well and I told her that I had an extremely bad conscience, A. Did she say how old she was at that time? P. She was older then. I assume in her early 30s. A man had left her as well, a similar situation. I told her she must not say anything to him [my ex-boyfriend] .
Video self-confrontation interview with the patient, segment (7)
. Assessing an action alternative: Can I talk about it as it is a private matter of my mother. I know that she told the man who left her. I do not want that it sounds like stereotype 'you left me and I am going to kill myself'. I did not cut myself in order to blackmail him. I don't want him to know as it is my private matter. . Considering a strategy: Can I tell it as it is a private matter of my mother but it explains why she understood. . Thinking: Can I tell it. . Remembering: I was told that nobody will get to know what I say here. . Thinking: Can I tell it? . Plan: Yes I tell it in order to make it more plausible.
Suicide-related information from the video self-confrontation interview, segment (7)
I know that she told her friend then, who left her.
Ladislav Valach et al.
I did not cut myself because I wanted to blackmail him. I don't want him to know about it as it is my own private matter.
Comment
In addition to the interview the video self-confrontation interview provided insight into the patient's dif cult decision-making whether or not to disclose the information about the suicide attempt of her mother. She evaluated several reasons for and against it. The importance she ascribed to delivering the story of her suicide attempt in such a way that it mirrors her understanding of it is underlined. Additionally, she described how she wants to treat the information about her suicide attempt in regard to her boyfriend. 
Interview, segment (8)
A
Suicide-related information from the video self-confrontation interview, segment (8)
It was everything together and not just the argument as I had x arguments with my mother. It was different from the other times. And the other times belong to it as well. A mother-daughter argument. It was partly the case but it was rooted in something else: 'I can't help you, I'd like to help you and I know it'. I know that she tries but sometimes it just is not the right thing what she does. I don't know myself what is right.
Comment
It is striking how important the patient considers that the psychiatrist understands her story in the way she is trying to convey. Additionally, there also is a discrepancy between her response to the misunderstanding in her eyes during the interview and in her subjective view she disclosed in the video self-confrontation interview. The patient also provides a clear insight into her action-related thinking in that she provides the evaluation of the wrong answers of the interviewer, the reason why it is wrong, her goal to repair the understanding, plan for doing it and a value why she wants to do it.
Finally, she again describes the suicide preceding developments, thus clarifying the suicide career in the way as she understands it.
Discussion
This article is intended to underline the special tasks of an interview with a suicide attempter, to present an interview technique considered helpful in overcoming the problems of the conventional interview and, nally, to show what additional information can be gained in conducting the video self-confrontation interview in addition to the psychotherapeutic interview. Although the presented excerpt of one interview stems from a research project in which 30 interviews were performed, it is a single case study and thus any generalizations must be taken with care. And indeed a preliminary survey of our interviews shows that they are all very different as the patients are at different stages of their life, different stages of their suicide career, have different competencies such as eloquence, differentiation and insight. However, there are also certain features which are comparable and which will be elaborated upon further.
A video self-confrontation interview provides a substantial amount of additional information. It reveals more about the suicide action and development, it addresses the cognitions and emotions the patients have during the interview which are related to the course of the interview and, nally, not pronounced in this case, the patients address changes the self-confrontation interview induced in their feeling and thinking.
The additional information about the suicide act often refers to emotions while the interview tends to address the individual steps of the suicide action. This may perhaps be related to the conception of the rational suicide (Werth and Cobia, 1995) . The VS-CI also provides reasoning and more information about preceding development. Most importantly, the VS-CI discloses cognitive and emotional processes related to the interview, whereas the interview itself does not reveal anything other than what the interviewer can infer through observation of nonverbal behaviour. It indicates whether the patient is satis ed or not with the course of interview, the emotions the patient has, the decisions the patient makes etc. Additionally, the video self-confrontation reveals that patients approach the interview with the psychiatrist/psychotherapist with a certain conception and expectation, they set themselves goals, consider strategies and make plans of how to go about achieving these goals, make assessment, evaluations, refer to values, make decisions, consider action alternatives, etc. These concepts are action concepts described in action theories (Valach et al., in press; von Cranach et al., 1982) . Actions are seen as goal directed processes, intentional, planned, energized and monitored. They are cognitively and socially steered and controlled as well as subconsciously regulated. Their systemic organization contains a hierarchy of supra ordination of goals, subordination of sub-goals and action steps which are superordinated to action elements. Actions are also organized in sequences. It is this action conceptualization that the patients indicate in their reports on their cognitions and emotions during the interview. However, individual action as a model system for an interview is only half of the matter. As indicated in the introduction the patient-psychotherapist/psychiatrist interview is also a joint action. The quoted example above provides documentation on a number of interactive and partner related cognitions. These are part of the joint action processes. The patient indicates her willingness to participate in the interview action, is open to set up a goal of the interview and is eager to participate in the order of the interview. There are moments where the patient is ready to adopt the tasks the interviewer provides and other moments where the patient wants to give an interpretation she sets as a goal for this joint action. However, the patient does not measure the success of her contribution on the similarity to her recall of events, but also on the responses the interviewer shows. The attempt to gain a joint understanding is salient. The contribution of the patient to the joint process of interview becomes also transparent in the expectations the patient has about the action of the psychiatrist/psychotherapist.
It is maintained here that a psychologist/psychiatrist interview with a patient after suicide can gain much by both adopting this procedure and using this conceptualization of an interview. It is clear that there is much more in the mind of the patient than is verbalized in the interview. On the other hand, there is much satisfaction being derived from a consistent story the patient can deliver and construct together with the interviewer. Using the terms of action as explained in the theory of goal directed action, the action conceptualization as seen in the patient's thinking during the interview can be used in further reasoning as well as in the organization of the interview. It becomes more than just everyday thinking not integrated into a theory of human behaviour. Further, it has to be accepted that as much as the patients enter an interview with everyday concepts they also enter it with clear ideas of what it is all about, how they want to come out of it, etc. This is expressed in expectations, intentions, goals, plans, strategies, assessment, evaluation, Self-confrontation interview 19 decisions etc. Consequently, a successful and collaborative interview must account for all of them. Just as the psychiatrist/psychotherapist has the skills of conducting or taking a good interview the patient has the techniques to give a good interview. However, the training of the therapist for an interview must include the knowledge that these two processes will be integrated into one process of an interview in which neither of them is the only instigator that sets the goals, decides, steers and controls the course of the interview.
